NUTRITIONAL [ USION | WELLNESS CLINIC

Name: Date:
Address:

City: State: Zip:
Phone (home): Phone

(work):

Date of Birth: Height: Weight:

Reason for consultation and/or goals:

How many times do you usually eat per day?

Describe 3 full typical day’s meals, snacks, and drinks, and time of each (please
be specific and very complete):
Day 1:

Day 2:

Day 3:
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Which oils do you use/consume?

a Butter o Peanut O1l o Canola

a Margarine o Corn Oil o Sun/Safflower
a Olive Oil a Crisco a Mayonnaise
a Coconut Oil o Vegetable Oil a Other

o Flaxseed Oil a Soybean Oil

How is your dental health?
How often to do you have bowel movements?
Urinate?










